Internationalisation 
Background
Health care systems in Europe and worldwide will undergo changes due to population aging, increasing prevalence of chronic diseases and technological innovation (Kleinert and Horton, 2013) . Anticipating future skills for professionals working in the sector to meet new health care demands is a challenge for European Union (EU) member states. They need to act swiftly to avoid skills mismatches and gaps to ensure tomorrow's workforce is equipped with the right skills. Due to increasing scarcity of resources devoted to welfare program (Karanikolos et al., 2013) economic competencies, managerial skills and expertise in how health care organizations and networks are managed are going to be progressively more demanded especially among providers' organizations (Mahon and Young, 2005.) . One of the primary challenges for health care managers in both private and public organizations will be the adaption to a continuously changing environment driven by technological development, demographic transitions and legal evolution.
One recent development in this context has been the EU directive on the application of patients' rights in cross-border health care, which had to be implemented by all member states by October 2013, and allows individuals to receive treatment in other member states if they also have the right to this treatment in their home country (European Commission, 2011) . The health insurance covering the patient's treatment costs must compensate up to the amount which it would have reimbursed for the same treatment in the home country. From a patient's perspective the directive offers several opportunities, such as shorter waiting times, perceived higher quality of treatment, lower co-payments or increased competition between health care providers in the home country leading to lower costs and higher quality. However, the directive might also be a challenge for national health care systems, e.g. undermining national systems of treatment allocation as in the case of waiting lists (Kifmann and Wagner, 2014) . It is expected that the EU directive on the application of patients' rights in cross-border health care further drives mobility and creates new conditions for all stakeholders involved (European Commission, 2011) . This increased interconnectedness in health care raises many policy issues including access and quality in crossborder services, information requirements for citizens, providers and other stakeholders, the potential for cooperation in the health and social field, and the reconciliation of national policies with European obligations. Increased mobility of patients and services also requires health care managers to be equipped with specialized knowledge and technical skills in order to address the international dimension (e.g. legal and financial issues) and to enable high quality of work by considering the diverse cultural and professional backgrounds of staff members.
In order to explain how future health care managers can be prepared for this interprofessional and intercultural work environment, the article focuses on two main aspects. First, it sheds light on the core competencies required and explains how those skills can be acquired and further developed. Second, based on the example of an international summer school on cross border health care this article illustrates how interprofessional and intercultural learning can be promoted in the course of a two-week intensive program. The summer school which took place in 2013 and 2014 was jointly organized by four European universities (University of Bologna, University of Oslo, Erasmus University Rotterdam and Management Center Innsbruck). The concept will be outlined in detail to give insight to a practical example on how to promote intercultural and interprofessional learning among an international group of health care management students.
Skills and Competencies needed by Health Care Managers -are Soft Skills the new Hard Skills?
In the modern world of work, and in particular in the rapidly changing health care environment, the concept of traditional job descriptions defined as a fixed set of roles and responsibilities is increasingly being replaced by a more general description of a position permitting greater flexibility and adaption to changes in the organizational context (Garman and Johnson, 2006) . A foundational knowledge base which is jutted out by critical behavioral and technical skill sets is argued to be vital for optimal individual and organizational performance (Calhoun et al., 2008) . Therefore technical knowledge alone might no longer be a major differentiator concerning performance but expected to be a baseline competence across graduates from various programs in health care management and administration (Karoly and Panis, 2004) .
The contemporary management literature repeatedly provides examples of universal skills for high job performance or leadership such as team building (Clements et al., 2007) , talent development (Ulrich and Smallwood, 2004) , process improvement (Matta and Ashkenas, 2003) or collaboration (Wass et al., 2001) . Moreover, the importance of emotional intelligence competencies (Freshman and Rubino, 2002; Goleman, 2000) and soft skills in management are increasingly recognized as a key factor for optimal performance in the field (Calhoun et al., 2008) When looking into scientific literature to find most important competencies for health care managers, many studies can be found ranking soft skills as particularly important. For example, a study conducted by a consortium of six professional health care associations in the United States (Stefl, 2008) using the research from and experience with their individual credentialing process found that communication and relationship management, leadership, professionalism, knowledge of the health care environment as well as business skills and knowledge (including the understanding of organizational and interprofessional dynamics) were found to be the five major competency domains An older review of a series of Delphi studies among health care executives (Hudak et al., 2000) shows similar findings with listening skills and communication, leadership, human relations, conflict management and understanding of the motives of different professional groups as the most essential abilities. A study by MacKinnon et al. (2004) among 485 Canadian health service managers and executives confirms this by showing that all of the top-five-rated competencies were categorized under the dimension of leadership and communication (teambuilding, listening, flexibility in effectively managing change, verbal communication, and commitment to consumers).
Although several studies reveal teamwork to be an essential component in the provision of high quality and safe patient care (Berwick, 2002; Ferlie and Shortell, 2001; West et al., 2002) few studies on how to develop effective team-members and good teamwork skills in health care management education can be found. Many undergraduate and postgraduate programs for health professionals offer little formal training in the development of teamwork skills and leave this competence area to training "on-the-job" (Wake-Dyster, 2001 ). Moreover, the factors influencing effective teamwork in health care settings might differ between management and clinical teams (Leggat, 2007) . For health service managers the most important competencies for effective team performance are leadership, respect for others, knowledge of organizational goals and strategies and the commitment to working collaboratively, as has been reported in the study by Leggat (2007) . These findings are supported by previous studies showing that teams which encourage high levels of participation toward clear goals (Knight et al., 2001; Sparks and Schenk, 2001 ) combined with a climate of psychological safety (Edmondson, 1999; Edmondson et al., 2001) show better overall team performance (Edmondson et al., 2001; Yeatts and Seward, 2000) . One could argue from those findings that in the education of health care managers more weight should be put on the development of teamwork and leadership skills. In addition to that, a critical reflection of the traditional training and socialization of health professionals -having its focus on individual skills, achievement and accountability (Leggat, 2007) and often supported by health care systems rewarding individual and discipline specific behavior (Farmer et al., 2002) -might be required.
In the context of the challenges mentioned above and in order to cope with complex needs and tasks in health care the strengthening of the coordination of health care services, particularly interprofessional cooperation and the mutual understanding of the various involved professional groups for the skills of their counterparts is increasingly seen as vital (Pruitt and Epping-Jordan, 2005; WHO, 2010) . Although recommendations for interprofessional learning and education have been developed by various expert groups (Frenk et al., 2010; WHO, 2005 WHO, , 2010 , often the terms interdisciplinary, interprofessional, trans-or multiprofessional are used synonymously (Chamberlain-Salaun et al., 2013; Mahler et al., 2014; Mccallin, 2001 ) with the prefixes multi-, inter and trans referring to the nature or intensity of the collaboration (Mahler et al., 2014) . In addition to that, definitions of what professions to include within the term "health professionals" vary within the academic literature. Building up on recent discussions (Careum, 2013; Frenk et al., 2010) , in this paper a broad definition is applied including not only traditional professions such as physicians, nurses or therapists but also those health professionals named by the World Health Organisation (WHO) as 'enablers' (WHO, 2005) which refer to health economists, managers, and public health professionals.
Interprofessional education has been defined as 'members or students of two or more professions associated with health or social care, engaged in learning with, from and about each other' (Barr et al., 2005; Craddock et al., 2006) . It focusses on the ability to share knowledge and skills between professions and contributes to a better understanding for the roles of other healthcare professionals (Bridges et al., 2011; Craddock et al., 2006) . In recent years various organizations such as CAIPE 1 or EIPEN 2 were established to strengthen and promote this interprofessional approach in education of health professionals. Also WHO itself has published a framework for action on the topic (WHO, 2010) . Moreover review studies (Reeves et al., 2008; Reeves et al., 2013) indicate that interprofessional education can have a positive impact on health care outcomes such as patient satisfaction and collaborative team behavior. Also a recent report by a global independent commission on "Education of Health Care Professionals for the 21st Century" published in the Lancet (Frenk et al., 2010) emphasizes the importance of interprofessional and especially also transprofessional education for health system performance. As actual practice in increasingly complex health settings is based on teams, in particular the teamwork of professionals with managers and administrators, leaders of the local community and policy makers might be of even greater importance in the future. Therefore it might be vital to include competencies for teamwork in the educational experience of future professionals working in health care. The approach suggested in the Lancet report has been actively supported for dissemination and discussion in German speaking nations by the Swiss Careum Foundation. In its latest report (Careum, 2013) it proposes new approaches to interprofessional education that move beyond a focus on patient care to include also other critical functions of the health system. As illustrated in the Careum approach (see Fig. 1 ), in order for a health system to efficiently and sustainably function, it must include professions dealing not only with care and cure but also with population-, organization-and knowledge enhancing aspects. Privileging patient-related functions might debase other professions and result in system errors, because an effective health care system in the wide spectrum between health promotion, public health, prevention, cure, rehabilitation, palliative care and social services does not only require "disease-related" professions. The cooperation of various health professionals thinking across disciplines and involving the patient, stakeholders and the environment, should be at the forefront.
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Internationalization in health care management education -the example of cross border health care
At the latest since the Bologna declaration (European Commission, 1999) the terms "Internationality" and "Internationalization" have become buzz words in higher education and are often used synonymously. According to the Centre for Higher Education Development (CHE) "internationality refers either to an institution's current status or the status observable at the data acquisition with regard to international activities" while "internationalization describes a direction in which an institution is moving, through a more or less managed process from an actual status of internationality at time X towards a modified actual status of increased internationality at time X+n" (Brandenburg and Federkeil, 2007) . According to Knight (2008) , internationalization in higher education can either be campus based or takes place abroad. The former refers primarily to the development of a curriculum which enables students to perform on a global level whereas the latter refers to cross-border activities in the form of student or staff exchange, international research and practice projects and the like. Ideally, a comprehensive internationalization strategy should interlink both aspects. Many (if not all) institutions in higher education are aware of this trend towards internationalization and have implemented a variety of measures. Also with English being the main teaching language of a rising number of study programs, international activities are becoming easier to realize. Increasing mobility, competition, and commercialization are further contributing towards the transformation of internationalization from being a strategic tool to a mainstream activity (de Wit, 2011) .
Internationalization can be seen as a powerful opportunity for higher education in general and for future health care management professionals in particular. Across the European Union, health and social systems and related policies are becoming more interconnected than ever before. The spreading of diseases does not stop at borders; and neither do patients, staff, or technology. Although the vast majority of patients receive health care in their home country, sometimes the required treatment is best provided abroad. This can be the case for example for highly specialized care or in border areas where the nearest facility is located abroad. In such cases the term "crossborder health care" is being used. Cross-border health care is a growing phenomenon in the European Union and else. When in need of medical treatment, patients increasingly act as informed consumers who claim the right to choose their own providers, including those beyond borders (Wismar et al., 2011a) .
This increasing mobility of people and services requires future health care managers to understand cultural differences and to react to trends in the global health care arena. Intercultural learning, mobility options and a close interaction with practice and research is therefore essential as well as a quantitative and qualitative evaluation of the achievement of previously defined goals of internationalization (Aerden et al., 2013) . Against this background an educational concept on how to prepare future health care managers for the performance in this vastly changing and increasingly diverse environment has been developed and is illustrated in the following section.
A Summer School on Cross Border Health Care
The summer school EUROPAMO (European Patient Mobility on the example of health care services for tourists in the Veneto region) was organized jointly between four European universitylevel institutions and the local health care authorities of the Italian Veneto region. It took place for the first time in June 2013 and was again organized in 2014. Providing plenty of space for training of social skills as well as integrating interprofessional and international aspects has been of particular importance in the design of the two week intensive program. Therefore the organizers chose a problem-based learning approach (Wood, 2003) with a strong emphasis on multidisciplinary, multicultural and group-related aspects. The majority of the costs of the summer school were covered by the "European Intensive Program" of the European Commission. The participating universities provided additional funding.
Overall, the summer school aimed at letting students with distinct health care backgrounds acquire a better understanding and respect across disciplinary, cultural and national borders. Derived from this central aim the learning objectives of the summer school were the following. After a successful completion of the program each student should be able:
 to develop an advanced understanding on determinants of the scope and policy of crossborder care within the European Union,  to reflect on interprofessional and international aspects in cross-border health care and his/her working behavior in multinational and multidisciplinary working groups and,  to develop overall (and in particular social) skills which are of high relevance for the scientific and professional practice (concept development, cooperation in teams, discussion and negotiation skills, presenting their analysis to stakeholders with different backgrounds and reflecting interdisciplinary interfaces between different healthcare disciplines).
In order to prepare for the summer school and to have an overview of the planned activities, the students received a detailed course book. This course book provided a schedule and content overview of the seminars, excursions and assignments and was distributed well in advance.
Participants
The summer school was jointly organized by University of Bologna (Italy), University of Oslo (Norway), Erasmus University Rotterdam (The Netherlands) and Management Center Innsbruck (Austria) which was serving as the project coordinating institution. The project was further supported by the Office for International Relations on behalf of the Verona Health Authority n. 20 of the Veneto Region (Italy) where the summer school took place. The main responsibility of the local authority was to arrange on-site visits with local and regional health care institutions and to connect with experts and provide facilities for the realization of the summer school. Each institution invited up to four lecturers and up to 10 students.
Students
The application and selection procedure for participating in the summer school was jointly designed by the four organizing partners. The application process (including interviews in English and a motivation dossier) was conducted at each of the partner institutions. Grades were not the topmost criteria -the main decisive factors were open-mindedness, creativity, motivation, social skills and attitude of the student. Moreover, reaching a balance between female and male students was aimed at. 40 master degree students were finally selected. The average age was 25.7 years (27.7 years. in 2013), 16 participants were male (13 participants in 2013), 24 female (27 participants in 2013) and the diverse group of students consisted of 13 different nationalities (19 in 2013). All of the participants were enrolled in a postgraduate program in the field of health care management, health policy or health economics at one of the universities involved. Moreover, the participating students brought in various areas of expertise from their undergraduate studies such as medicine, public health, epidemiology, economics, management, social work, sociology, psychology or nursing.
In order to work on the team-based assignment eight student teams were created comprising of five students each. The allocation of students into teams took place on the first day and was the responsibility of the involved lecturers. The underlying aim of the group composition was to equally distribute students from the different universities and to spread the students as widely as possible across the various disciplines. Through this way of allocating team members the individual contribution of the respective members should be maximized (Maskell and Grabau, 1998) .
Academic Lecturers
Overall 11 lecturers from the partnering universities participated at the summer school (10 lecturers in 2013). The lecturers were coming from various academic fields such as health economics, law, political science, medicine, business administration/management, health psychology, sociology and public health. Additionally to selecting students, the lecturers were also responsible for developing the summer school program and deciding upon the pedagogical approach. A close communication including online conferences between lecturers in the preparatory phase was vital for this purpose. Before the summer school started the lecturers were furthermore in charge of supervising and coaching the participating students for their preparatory work at home. Lecturers were also involved in coaching the teams during the summer school, in ensuring that the outcome of the summer school is transferred into the curriculum and the regular courses of the students at home and in contributing a lecture on a topic related to cross border care. The topics addressed through a lecture during summer school were focusing on the following thematic areas: patient mobility, medical tourism, reimbursement and cooperation with insurance companies, quality of care, European legal framework, pharmaceutical aspects and prescriptions, the Italian health care system, sustainable development and trade in health care services. Finally, the lecturers were involved in the evaluation of the quality of the activities during summer school.
Health care Professionals and Industrial Experts
The involvement of local hospitals, health insurance and topic-related IT companies provided impulses for increasing cooperation between health care management education and enterprises. Moreover, different health care professionals involved in providing services in the region (medical doctors, paramedics, pharmacists, psychologists, social workers, nurses, physiotherapists, managers and administrators) gave insight into their interprofessional working environment. Topics covered by health care professionals and industrial experts were specific agreements with health insurance companies abroad, e-billing for health services, e-health applications within the region and safe treatment in the area of spa treatment, wellness and fitness. Moreover the involved health care professionals and experts also took an active part in guiding the students in the work on their assignment by providing feedback.
Learning Environment

Location
The summer school took place in the Italian Red Cross Training Center in Jesolo Lido which is part of the Italian Veneto Region. The Veneto Region has always been an important strategic geographical location at the crossroads of Europe. It has a population of 4.8 million and has become a major tourist destination, which increases the number of people in the region dramatically twice a year during the peak summer and winter seasons. Consequently, Veneto makes for a very interesting case study of patient mobility and health tourism in Europe as the significant flow of tourists creates demanding conditions for regional service providers to cope with (Scaramagli et al., 2006) .
Learning space
From an educational perspective we believe that having easy access to lecturers, experts, peers and online resources during the summer school is a key factor for fruitful learning. As the facilities also provided accommodation for students and lecturers a good structure for team-oriented activities and exchange of thoughts between the participants could be provided. The working space consisted of an auditorium which was used for lectures and seminars and could be adapted for small group work. Moreover the red-cross training center is surrounded by a park comprising also structures for group work as for example tables and benches. The learning space hence provided a quiet and private setting which is advantageous for discussing the progress of the assignment with the respective teams as well as team-related and personal issues. By offering this kind of learning space students were able to get explicit and direct forms of information and feedback and easy access to coaching by lecturers and experts. The set-up which assured a balance between the teams' privacy and overall room openness allowed for competitive work but still assured the group experience for the summer school participants.
Summer School Program
Main Characteristics
The teaching concept behind the summer school was characterized by the integration of different modes of delivery, models of instruction and styles of learning taking into account the fact that students learn by means of interaction, experimentation and reflective observation, albeit in varying levels of intensity (Cassidy, 2004) . Such blended learning provides room for flexibility towards adapting to students' learning-style preferences, which in turn should support high academic achievement and motivation in their studies. Lectures were designed to be supplemented by project work, e-learning, self-study, case studies and problem-based learning (Wood, 2003) . The summer school therefore provided an innovative learning design in the sense that learning did not take place in the conventional classroom environment but with substantial portions of exposure to a real health care setting with a problem-based learning approach in a multicultural, multidisciplinary and multifaceted manner.
For all participating institutions the increase of international mobility activities and implementing the European dimension in their curriculum has a high priority. The summer school was tied in with existing teaching programs in different ways as the single programs have a different approach towards health sciences and health management. So far, none of the different partners offers a special course on patient mobility and cross border care within the European Union. Therefore the summer school gave students as well as lecturers a rich and detailed cross-European analysis of different dimensions that determine the scope and policy of cross-border care (such as access to health care, benefits and tariffs, quality and safety, patients' rights, cross-border collaboration and cross-border health care data). For all students involved, the intercultural experiences and the interdisciplinary work have been a valuable experience and supplement to their own study program at home.
Assignments
The participating students had to work on two assignments, one individual assignment which was given to them in the pre-phase of the summer school and one team-based assignment which was a main element of the event. The individual assignment consisted of participating in an online webinar given by a former representative of the European commission (DG SANCO) on the topic of cross border care and afterwards writing an essay on the following question The team-based assignment was developed based on a problem-centered and experiential learning approach (Kolb and Kolb, 2005) . Groups were instructed to build a team representing Jesolo County in negotiations with a delegation of a fictitious EU member state called "Pandora". A bilateral agreement in the area of mobility of patients with chronic diseases had to be developed and presented in a role-play on the last day to an official delegation of Pandora republic (played by involved lecturers). The bilateral agreement was required to contain information on budget, planned activities, health management of hospital beds for foreign patients, exchanges of health care professionals, collaborations with local political authorities and the tourism sector as well as the use of information and communication technologies for the follow-up of patients. By organizing the assignments in such a way, students' technical skills (health economics, health care management, health policy, health services research, etc.) and particularly soft skills (negotiation, leadership, communication, etc.) could be further developed.
The assignments were graded based on the European Credit Transfer System scale (ECTS; European Commission, 2009). Using the ECTS scale allowed for a comparison with the grading scales of the involved national grading schemes and allowed students to acknowledge the ECTS gained for the summer school at their home universities. The individual assignment was counting 50% towards the final grade and graded based on the criteria 'clear argument and proper structure (50%)', 'examples given (30%)' and language and presentation (20%)'. The team based assignment was weighing 40% towards the final grade and has been evaluated by the lecturers (80%) as well as through a peer grading (20%). Lecturers based their grades on the criteria 'key issues identified and analyzed', 'quality of the proposal', 'implementation', 'presentation form and style' and 'handling of questions'. For the peer grading students were asked to give their peer groups a comment on what they learned from the respective presentation, provide suggestions for improvements and define a grade according to the ECTS grading scale. Finally, for the remaining 10% of the grade the attendance during two-week program was taken into account using attendance lists.
Schedule
The two week program was divided into two stages during which the students had to work on different tasks in order to develop an applicable and sustainable outline of the bilateral agreement. Learning was realized in multinational and interprofessional workgroups guided by a lecturer and supervised by a main facilitator (the medical director of the local health authority of the Veneto region) being actively involved from the very start to the end of the summer school. After having done the preparatory reading in the home countries and participating in the online webinar on cross border health care (in which students were given the assignment to write an essay in the context of the cross border health care directive), the actual work in the summer school started one the first day with lectures providing an overview on the topic from different perspectives and identifying the tasks for the team-based assignment. On day two, three and four students were exposed to different health care facilities of the region (primary health care center, emergency service center for tourists, rehabilitation center, hospital with seasonal tourist services) in combination with presentations by health care professionals working on site. Additionally on each of those days reflective sessions with a focus on creativity, teamwork skills, presentation skills and critical thinking took place which was guided by a lecturer. Stage two (which took place in week two) was characterized by presentations given by faculty members of the involved universities which took place in the mornings. The input should help students in building up their knowledge base and theoretical framework in developing their bilateral agreements and focused on topics such as the cross border health care directive, economic issues behind patient mobility and best practice experiences from different European countries. The afternoons of week two had a focus on the coaching of the team processes but also offered students the possibility to take part in "mock" job interviews with health care executives via Skype. The coaching sessions were also used to prepare students for those interviews and to give them feedback afterwards. On the last day each team had to present their results in front of a simulated foreign delegation of politicians and representatives of public insurances.
In order to build social links among all participants of the summer school the program also included time for social events. These took place during the evening hours and during the weekend.
Evaluation and Lessons Learnt
The summer school has been evaluated by the participating students through a final questionnaire which was distributed to them on the final day. The questions given to students were grouped into the categories (1) Identification data and motivation, (2) Information and support, (3) Organization of the summer school, (4) Contents of the summer school, (5) Social events and have been rated on a scale of 1 (unsatisfactory) to 5 (excellent).
The results on identifying the main motivational factors for students' participation revealed that the three most highly ranked factors were to gain European experience (Mean value=4.2), a potential career benefit (by improving social skills) (Mean value=4.1) and the intercultural focus (Mean value=3.6). Concerning information and support students rated the support they received from their home (Mean value=3.85 ) and the host institution (Mean value=3.6) before and during the summer school as very good. Overall satisfaction with the organization of the summer school (infrastructure and accommodation) was rated as very high (Mean value=4.29) . Pertaining to students' satisfaction with the contents of the summer school they judged the achievement of the academic learning outcomes (Mean value=3.8) and personal learning outcomes (Mean value=4.3) as very good. Concerning their satisfaction with the academic activities and the pedagogical aspects 74 % rated the achievement of the expected learning outcomes as excellent or good, the overall quality of teaching was assessed as excellent or good by 72% of the students, and the number of hours spent was evaluated as excellent or good by 82% of the participants. Social events and activities in addition to the general course were rated as excellent or good by 95% of the participants. On a scale of 1 (not at all) to 5 (very much) the majority of the students rated the summer school as very beneficial for their later career (Mean value=4.36) or in finding a job in general (Mean value=3.92) .
The final evaluation showed that 95% of the 40 participating students evaluated the summer school as either excellent or good (Mean value=4.2). ´
Discussion
Health care educators take on a great part of the responsibility to prepare future health care managers to cope with a fast changing environment. In the industrial world health care systems are encountered with challenges such as demographic changes, coordination of service providers, technological innovation, costs and quality (Busse and Schlette, 2004; OECD, 2014; Rosenbrock and Gerlinger, 2012) . In such a setting it is vital to identify the essential management competencies and incorporate them into and across all educational, training and curricular activities for the profession (Hudak et al., 2000) .
The summer school on cross-border health care described in this article provides an example on how teamwork and leadership skills can be developed and tackles in particular two aspects which have been identified as becoming increasingly important in the education of future health care managers: first the international dimension, and second the cooperation of different professions.
In practice, the work in the field of health care requires close cooperation and communication. The more educational activities offer possibilities to develop such competencies, the better future health managers will be prepared for a workplace environment where teamwork is an essential component. One approach to train students for effective, collaborative work within a group is through team based learning. Interprofessional education can be characterized by students with two or more educational backgrounds working together and learning about each other's role by working on a common goal (Frenk et al., 2010) . Although team-based learning has been a common instructional tool in non-medical settings, it has only been recently proposed in the education of health professionals (Haidet et al., 2002) . Despite the simplicity of the approach its implementation might not be that easy. A large numbers of students and lacking facilities drive many instructors to a primarily lecture-based learning method (Xu et al., 2010) . Moreover, the training and socialization of health professionals might restrict opportunities for collaboration as it still traditionally emphasizes individual skills, achievement and accountability (Farmer et al., 2002; Leggat, 2007) .
In addition to the growing importance of interprofessional approaches, several features underscore the importance of integrating the factor "internationalization" into the design of educational programs. Firstly, the global pool of health care management talent is increasing with professionals crossing national borders and generating global communities of expertise (Frenk et al., 2010) .
There is an increase in the migration of professionals (to wealthier countries such as USA, Canada, but also within the European Union), also related to chronic shortages of experts in those countries (Pang, 2002; Patel, 2003; Plotnikova, 2012; Wismar, 2011b) . Secondly, in addition to increasing mobility, an acceleration of all types of health-related flows can be observed manifesting through international accreditation, financing models, trade in health services and also patient movements as in the case of cross-border health care or medical tourism. Also more and more medical services such as diagnostic tests or reading of electrocardiagrams or radiographs are moving across national borders (Kluge, 2011) . This trade in services might further intensify competition between professionals of different countries that are similarly skilled but operate with different cost structures (Frenk et al., 2010) . Thirdly, globalization is also having an impact on professional education with some schools moving abroad to establish affiliated campuses in emerging economies. Up to date, there are different variants of these brand-name professional schools such as export of only technical expertise, joint ventures or even overseas campuses. However, the sustainability and implications of those developments are still uncertain (Frenk et al., 2010) .
Through organizing and participating in an international and interprofessional summer school, students and lecturers as well as the related higher education institutions (HEIs) benefit. Firstly, the course provided an excellent opportunity to strengthen cooperation among the participating HEIs through students and lecturers exchange. The HEIs were going to cooperate not only in summer school, but as a further level of cooperation between the partners, the joint degree master's program "European Master in Health Economics and Management" (Eu-HEM) has been established, starting in October 2015. Secondly, although the topic of cross border care and patient mobility only recently arrives in the curricula of health management programs, the European and international health community considers these developments as priority areas within the next years (Wismar et al., 2011a) . For this reason, health care managers require training and added expertise to be able to adapt to the changing work environment. The summer school dealt with this topic and encouraged the respective institutions to do further research and convey this knowledge through implementation in curricula. Thirdly, by involving local hospitals, health insurance organizations and IT companies which are confronted in their professional everyday life with the theme of the summer school (European Patient Mobility), impulses for increasing cooperation between health care management education and enterprises were provided. For example, the Veneto Region has established specific agreements with seven German health insurance companies on health services provided for visitors travelling to the region or long term residents. During summer school the key characteristics of these agreements (e.g. e-billing for health services) have been outlined and students received a direct insight into the process of reimbursement and invoicing at the local hospitals. Lastly, the project also facilitated the development of innovative practices in education and training at the tertiary level, and their transfer from one participating country to others. The summer school allowed academic staff to exchange experience on teaching methodology as well as on contents and to disseminate knowledge in a broader area.
Through this multi-dimensional approach the summer school contributed to the process of students to become trained academics, emphasizing academic education on the interface of development and application of knowledge, and working from an interdisciplinary approach. By working on individual and group assignments in a real-life setting and by being exposed to experts in the field, students were able to prove their leadership skills, show respectful interaction with their colleagues, improve their knowledge in a specific thematic area, and develop common goals and strategies to work collaboratively in diverse teams. Participating students were hence given the opportunity to acquire valuable skills and competencies which are required by future health care managers as stated earlier in this paper.
In addition to the use of various teaching methods a special focus has been laid on problem-based learning, a student-centered pedagogy in which students learn about a subject in the context of complex, multifaceted, and realistic problems. The goals of this approach were to help the students develop flexible knowledge, effective problem solving skills, self-directed learning, effective collaboration skills and intrinsic motivation. It further provided the lecturers of the different institutions with an excellent interdisciplinary framework for cooperation.
Although there might be some challenges for repeating the concept of the summer school in a regular university setting, especially when considering its intensity (Larsen et al., 2009) , we believe that it is important to recreate a learner-centered, open-learning environment, offering a multidisciplinary and intercultural context, with real world assignments, and providing students with easy access to skills, knowledge, and experience shared by teachers, experts and peers.
Nevertheless for future summer schools with similar learning goals there are some suggestions for improvement. The main aims of the summer school have been to prepare future health care managers for an interprofessional and international working environment and to further develop their teamwork skills using a problem-based learning approach in the area of cross border health care. But to draw conclusions if those aims have been achieved based on an relatively simple evaluation approach (as well as on personal discussions among the involved lecturers, health care professionals and industrial experts) might be far-fetched. A more elaborated evaluation of the learning goals for example by using valid and reliable instruments such as the Readiness for Interprofessional Learning Scale (Reid et al., 2006) , the Interdisciplinary Education Perception Scale (Luecht et al., 1990) , the Team Learning and Psychological Safety scale (Edmondson 1999) , or the Intercultural Development Inventory (Hammer et al., 2003) might produce more reliable results.
Conclusion
Internationalisation and interprofessional cooperation are central to health care in the 21st century. For health care managers, policy analysts and academic researchers, knowledge of multiple relevant disciplines and an international view and network are key to understanding and solving the problems that health care systems and health care services are facing. The example of a summer school on cross-border health care presented in this article shows how international, interprofessional (and related to that in particularly soft skills) can be integrated into a two-week intensive educational activity and how all stakeholders involved can benefit from a sustainable cooperation between different European higher education institutions.
